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L. Needs Assessment Methodology

Virginia’s Title V Needs Assessment for FY 06 encompassed compilation and analysis of
various quantitative and qualitative data sources. For this needs assessment a special focus was
placed on obtaining qualitative data from health care providers and the public. A needs
assessment team made up of representatives from the Office of Family Health Services (OFHS)
led the assessment effort. Each team member gathered information and solicited feedback from
their perspective divisions. In addition, the OFHS Management Team reviewed the assessment
and participated in setting the Title V priorities and developing the state performance measures.

Promoting efficiency and avoiding duplication of efforts, the assessment process began
with collection and review of recent studies, needs assessments, and reports completed by not
only the OFHS program staff, but also by other organizations and agencies serving the MCH
population. One example of the reports that were completed by OFHS staff is Injury in Virginia:
Report on Injury-Related Deaths and Hospitalizations — 2003. In 2003, the Division of
Women’s and Infants’ Health, in conjunction with the Regional Perinatal Councils, updated the
1999 report on statewide manpower data on public and private sector perinatal providers and
designated underserved areas. Other reports were completed for OFHS through contracts with
academic institutions. For example, Women’s Health Virginia, 2004 and the Prevalence of
Sexual Assault Victimization in Virginia 2003 were completed through contracts with Virginia
Commonwealth University’s Department of Epidemiology and Community Health. Some of the
reports reviewed were conducted on behalf of the Virginia General Assembly or legislative
commissions such as the Virginia Commission on Youth and the Joint Commission on Health
Care. Examples of these reports include 4 Review of Newborn Screening in Virginia — 2004
completed by the Joint Commission on Health Care and Protecting Children from Abuse — 2003
completed by the Governor’s Advisory Board on Child Abuse and Neglect. A more detailed list
of reports along with web links is available upon request.

In the spring of 2004, Governor Warner issued Executive Directive Number 2,
establishing a work group to study and make recommendations regarding the crisis in obstetrical
care. The interim and final reports that resulted also provided information for the needs
assessment process. Dr. David Suttle, the OFHS Director, served on this work group and staff
from the Division of Women’s and Infants’ Health provided assistance in obtaining information

for the study.



The results from other surveys also provided data for the needs assessment. Some of
these included the 2003 Virginia Community Youth Survey conducted by the Virginia
Department of Mental Health, Mental Retardation, and Substance Abuse Services, the Virginia
Tobacco Settlement Youth Tobacco Survey and the Virginia Health Care Insurance and Access
Survey. In addition, the Virginia Behavioral Risk Factor Surveillance System (BRFSS) data
were utilized. Several BRFSS questions provided information specific to women’s health and
health related behaviors. Data from specific mortality reviews by the State Child Fatality
Review Team were also reviewed as a part of the needs assessment.

Other quantitative data were gathered from several sources. Birth and death data
originated from the Virginia Center for Health Statistics. Special runs for indicators and
outcomes by race and ethnicity, payment source, and mandated Medicaid managed care areas
were completed. Hospitalization data were accessed through a state database managed by
Virginia Health Information (VHI) and shared under a collaborative agreement with the Virginia
Department of Health (VDH). VDH’s Office of Information Management also provided data on
patients and services provided through the district health departments. Data cited largely reflect
the most recent five years of information available, which was generally 1999-2003. A five-year
span was chosen since the last assessment was submitted with the FY 2001 Title V application.
However some data may be for earlier years or varying time blocks. Data for 2004 was included
when available.

The methods used to collect qualitative input into the assessment included interviewing
key stakeholders, holding public hearings, conducting focus groups, and placing an online survey
on the OFHS web page. The general focal points of the qualitative data gathering included
determining the unmet needs of MCH populations, identifying barriers to care, and identifying
areas for improvement. = The OFHS contracted with the Central Virginia Health Planning
Agency (CVHPA) to assist in collecting the qualitative data. CVHPA staff conducted 27
interviews of key stakeholders identified by the OFHS Needs Assessment Team. The key
stakeholders included the Secretary of Health and Human Resources, representatives from state
agencies including the Departments of Social Services, Mental Health, Mental Retardation, and
Substance Abuse Services, Medical Assistance Services, and Education (MHMRSAS). They
also included representatives from organizations such as the Primary Care Association, the

Parrish Nurse Association, the Dental Association and the Virginia Chapter of the American



Academy of Pediatrics. Advocacy groups were also represented (see Appendix A — Key
Stakeholder Interview Summary).

CVPA coordinated with the other four health planning agencies to host five public
hearings. A news release was developed and several radio stations and newspapers provided
information on the date, time, and location of the hearings. In addition, letters and emails were
sent to various OFHS mailing lists. OFHS staff attended each of the hearings and provided an
overview of Title V including a PowerPoint presentation. Attendees were given an opportunity
to ask questions regarding Virginia’s Title V programs and to present their comments regarding
MCH needs and issues (see Appendix B — Public Hearing Summary).

CVPA also conducted focus groups in each of the seven Regional Perinatal Council
regions. Focus group participants included health care providers from district health departments,
hospitals, and private practice. The following areas were addressed by each of the focus groups:
(see Appendix C — Perinatal Focus Group Summary)

Primary concerns regarding perinatal services
Availability of appropriate providers

Appropriateness of prenatal/neonate services
Characteristics of women/infants not receiving services
Barriers to providing quality, risk appropriate care
Strengths/weaknesses of perinatal system
Competencies of health care professionals

The Needs Assessment Team developed online surveys to obtain input from both
individuals and organizational representatives. The surveys were placed on the OFHS web site
along with a PowerPoint presentation providing a comprehensive overview of Title V and
Virginia’s use of Title V funds. Letters and emails were sent to an extensive list of potential
respondents. The correspondence requested that the recipients also forward the email to others
who may have an interest in the health of mothers and children. The press release on the public
hearings also provided information on how to access the online survey. A total of 69
organizational representatives and 194 individuals responded to the survey. The survey
contained questions on topics such as the major health issues for the MCH populations, the most
needed health service that was not received, the identification of community programs that were
working well, and suggestions for how the state health department may improvement the health
status of women, infants, and children. As with all online surveys, the findings have limitation

due to individuals’ lack of Internet access. This is especially true for the individuals who may



most frequently use the services provided by the local health departments (see Appendix D —
Online Survey Summary).

Through technical assistance funds provided by the Maternal and Child Health Bureau
(MCHB), OFHS contracted with consultants Marjory Ruderman and Karen VanLandegham to
conduct a Capacity Assessment for Title V (CAST-5). The CAST-5 process was tailored to
OFHS’ overall needs, goals for the process, and time constraints. All of the CAST-5 tools were
used to examine OFHS’ capacity to address 8 of the 10 essential public health services.
Approximately 25 participants representing OFHS attended the two-day meeting. The CAST-5
process assisted in the identification of OFHS strengths, weaknesses, opportunities and threats
that serve as a backdrop for the identification of Title V priorities and the planning of future
activities to address the priorities (see Appendix E — CAST-5 Highlights).

II. Overview of Maternal and Child Health Status

A. Pregnant Women, Mothers, and Infants

According to National Center for Health Statistics estimates, Virginia was the residence
to almost 1.6 million women ages 15-44 years in 2003. This represents only a 0.6% increase
from 2000 and a 4.1% increase from 1990. As illustrated in Figure 1, two-thirds of these women
identify themselves as white non-Hispanic, while racial and ethnic minorities make up the other
third. Note that this data likely excludes the majority of undocumented persons, whose growth
was estimated at 87% between 1996 and 2000 according to the Immigration and Naturalization

Service.

Figure 1. Virginia Female Population Ages 15-44 Years by Race/Ethnicity, 2003
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According to the United States Census Bureau’s 2003 American Community Survey,
34.9%, or almost one million (973,522), of all Virginia households have one or more persons
under 18 years, with the majority of these (31.8% of Virginia’s households) families with their
own children under 18 years. Almost 7% of Virginia’s households (191,691) are represented by
females with no husband present and children less than 18 years of age.

As detailed in Women’s Health 2004, a publication prepared by the Virginia
Commonwealth University’s Department of Epidemiology and Community Health under
contract with VDH’s Division of Women’s and Infant’s Health, Virginia experienced an
increasing trend in the number and percentage of women receiving bachelor, graduate, and
professional degrees between 1990 and 2002. Those with degrees increased from 21.4% to
29.5% of all women age 25 and older. While the percentage of women with no high school
diploma or equivalency fell from 24.8% in 1990 to 15.5% in 2002, this group continues to be at
risk for a lifetime of poverty. Poverty generally increases a woman’s likelihood of poor health
status for themselves and their children, through its association with fewer educational skills and
financial resources to learn about and incorporate good health habits and to navigate the health
care system. Nevertheless, a favorable statistic shows that, in 2003, 58% of all births were to
women with more than 12 years of education and only 4% were to mothers with less than 9 years
of education.

Based on data used by Women’s Health 2004 from 2002 Virginia Housing and
Population Microdata, it is estimated that 13% of women in Virginia ages 18-44 years live at or
below 100% of the Federal Poverty Level (FPL) and another 16% live in households between
100% and 200% of the FPL, resulting in almost one in three being susceptible to significant
economic hardships that can impact health status, such as lack of health insurance coverage. As
illustrated in Figure 2, there is wide disparity in the percent of persons in poverty based on race
or of Hispanic origin, with the percent for blacks being twice that of whites. Both young persons
of other races and Hispanics live in poverty at a significantly higher relative frequency than
white persons. Also, it is important to note that this would be a very conservative estimate of
poverty if applied to young women only, since they are much more likely to be in poverty than
young men due to the larger household size associated with a higher likelihood of having one or

more dependents and/or the lower income traditionally earned by women at all age levels.



Figure 2. Percent of Persons in Poverty Ages 18-44 Years by Race and Hispanic Origin,
Virginia, 1999
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Behavioral Risk Factor Surveillance System (BRFSS) data estimates that in 2002, 11.8%
of all women in Virginia did not have health insurance, just slightly lower than national estimates
and significantly higher than the estimates for Virginia women in 1999 and 2001. The rate for
non-elderly women is likely to be considerably higher, because the Urban Institute and Kaiser
Commission estimated the uninsured rate for non-elderly women nationally at 24%. The Report
of Virginia’s Governor’s Work Group on Rural Obstetrical Care (October 29, 2004; page 23)
found a particularly high proportion of women ages 15-44 years who were uninsured or
Medicaid enrollees in rural areas of the State. The report also noted that 39% of all births in the
State in 2002 were either covered by Medicaid or were born to uninsured women.

As illustrated in Figure 3, women ages 25-34 years were the demographic group most

likely to receive food stamps in Virginia in 2002, with 26.1% in receipt of this assistance.



Figure 3. Recipients of Food Stamps by Gender and Age, 2002
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TANF is a federally and state-funded program providing cash assistance and work

opportunities to needy families with an average monthly assistance in 2003 of $271 per case. In

2003, 86% of all adult Temporary Aid to Needy Families (TANF) recipients were women.

Women ages 18-34 represented 75% of all women receiving TANF (see Figure 4).

Figure 4. Women Recipients of Temporary Aid to Needy Families, Virginia, 2003
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As shown in the Table 1, females 15-44 years are generally healthy with more than 50%
of all inpatient discharges being pregnancy related. However, there are several high frequency
diagnoses that are of particular concern and point to issues that could have a negative long-term
impact on women’s health status, including mental health discharges (more than 13,000
discharges) and surgical procedures for obesity (approximately 2,500 discharges). The need for
additional community-based resources for mental health care in Virginia is an issue across all
age and gender groups, but is of particular concern in young women who are often responsible
for the care of infants and children. Mental health issues sometimes can lead to neglect or abuse
and/or impede a woman’s ability to provide for their health needs or those of her family. Finally,
obesity and other nutritional issues also have a significant impact on young women and their
children since eating habits are learned early in life and nutrition influences development,

learning, chronic illness and a host of other issues that can have a long term impact on health.
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Table 1: Inpatient Hospital Discharges, Females 15-44 years by DRG, Virginia, 2003

DRG
Vaginal delivery without complicating diagnoses
Cesarean section without complications, comorbidities

Psychoses

Uterine and adnexa procedure for non-malignancy without complications, comorbidities
Vaginal delivery with complicating diagnoses

Cesarean section with complications, comorbidities

Other antepartum diagnoses with medical complications

Vaginal delivery with sterilization and/or dilation and curettage

Uterine and adnexa procedure for non-malignancy with complications, comorbidities
Operating room procedures for obesity

Threatened abortion

Esophagitis, gastroenteritis, and miscellaneous digestive disorders age >17 with complications
Esophagitis, gastroenteritis, and miscellaneous digestive disorders age >17 without
complications

Chest pain

Depressive neuroses

Laparoscopic cholecystectomy without common duct exploration without complications,

comorbidities
Postpartum and post-abortion diagnoses without operating room procedure
Bronchitis and asthma age >17 without complications, comorbidities

Poisoning and toxic effects of drugs age >17 with complications, comorbidities
All Others
TOTAL

N
53,962
21,060
11,766

7,290
7,257
5,925
4,564
2,955

2,534
2,502
1,986

1,790

1,672
1,531
1,415

1,168
1,111
1,030

1,008
48,358
180,884

%
29.8
11.6

6.5

4.0
4.0
3.3
2.5
1.6

1.4
1.4
1.1

1.0

0.9
0.8
0.8

0.6

0.6

0.6

0.6
26.7
100.0

Source: Virginia Health Information Inpatient Database, 2003

Based upon data from the VDH’s Center for Health Statistics, in 2003, 134,635

pregnancies occurred to residents of Virginia, a 5.5% increase from five years previously, far

outpacing the growth in the number of women 15-44 years of age. Of these pregnancies, 100,561

(74.7%, up from 73.8% in 1998) resulted in a live birth. At the same time, 26,281 of Virginia’s
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pregnancies resulted in induced terminations (19.5%, down from 20.3% in 1998), while the other
7,524 (5.8%, similar to 5.9% in 1998) were natural fetal deaths. With approximately one in
twenty pregnancies resulting in a natural fetal death and no relative decline in the representation
of this pregnancy outcome, there will be increased focus on how to effectively address fetal
deaths likely to be preventable.

White women accounted for two-thirds (66.2%) of all pregnancies in 2003, while black
women represented one in four pregnancies (25.4%) and other races represented the remaining
8.4% of all pregnancies by Virginia residents. Hispanics of all races accounted for 9.0% of all
pregnancies, more than 50% greater than their 5.8% representation in 1998. When examining
pregnancies that don’t result in a live birth, some relative racial differences appear. While white
women represented two-thirds of all pregnancies, they represented almost three-fourths (73.5%)
of all natural fetal deaths. On the other hand, black women represented a quarter of all
pregnancies, but represented 41.2% of all induced terminations. These differences may reflect
differences in maternal age, level of health education, financial resources, marital status, access
to reliable birth control, work and social environment, and/or cultural differences.

The 2003 pregnancy rate in Virginia was 84.2 per 1,000 females aged 15-44 years, the
highest rate since 1993. As detailed in Table 2 below, females aged 25-29 years had the highest
age-specific rate (139.9 per 1,000 females), while the largest number of pregnancies were among
women 20 to 24 years of age. Women ages 20-24 years had the highest induced termination rate
of 35.4 per 1,000, followed by women ages 18-19 years. The largest percentage of pregnancies
that resulted in induced terminations were experienced among the youngest age groups, reducing
steadily until ages 30-34 years and then increasing with age. However, even the percentage of
induced terminations for women 45+ years, who are more likely to have fetal development
issues, is lower than all groups 24 years and younger. This likely reflects differences in access to
and/or use of reliable birth control, desire and/or preparation to be a parent, marital status, and/or

access to financial resources to provide for a child.
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Table 2: Pregnancy Outcomes per 1,000 Females, Virginia, 2003

Pregnancy Number of | % of Pregnancies | Number of | % of Pregnancies

Age | DNumberof | o te per 1000 Uer o Birth e Induced /with Induced | Natural vgth Natural Fetal
Pregancies| @ ples | DTS | Per1000 | o inations| Termination | Fetal Deaths Death
Under 15 284 1.1 147 0.6 122 43.0% 15 5.3%
Ages 15-17| 4,017 27.1 2,570 174 1,278 31.8% 169 4.2%
Ages 18-19| 9,634 96.8 6,224 4.3 2,763 28.7% 377 3.9%
Ages 20-24| 33,864 134.9 23,675 943 8,888 262% 1,301 3.8%
Ages 25-29| 33,328 139.9 25,592 107.7 5,955 17.9% 1,691 5.1%
Ages 30-34| 31,781 119.3 25927 973 3,882 12.2% 1,972 6.2%
Ages 35-39| 16901 58.7 13,174 45.7 2,250 13.3% 1,477 8.7%
Ages40-44| 4317 13.9 2,876 93 777 18.0% 664 15.4%
Ages 45+ 239 0.8 143 0.5 47 19.7% 49 20.5%
Unknown 630 233 319 50.6% 78 12.4%
Total | 134,635 842 | 100561 629 26,281 195% 7,793 5.8%

Source Data: Virginia Center for Health Statistics
Percent Calculations by Central Virginia Health Planning Agency

The natural fetal death rate is highest among women age 30-34 years, followed closely by
those ages 25-29 years. When, examining natural fetal death as a percentage of total pregnancies
by age group, the lowest percentage is among women 20-24 years (3.8%), increasing to 5.3% of
females less than 15 years and to 20.5% among women 45+ years of age.

Teens accounted for 10.1% of all pregnancies in 2003 (down from 12.3% in 1998) and
the pregnancy rate for teenagers was 27.4 per 1,000 females, compared to 34.1 per 1,000 females
in 1998 (a 20% drop). Moreover, it appears that the rate for induced terminations by teenagers
has dropped more than for women overall over the last five and twenty years, likely attributable
to the lower pregnancy rate.

Four out of ten (41.4 percent) pregnancies were to unmarried females in 2003, according
to data from the Virginia Center for Health Statistics, similar to the percentage in 1998-2000, but
up slightly over the percentage in 2001 and 2002. While unmarried white women represented
approximately one in three (32%) of all pregnancies in that demographic group, unmarried
women represented only 15% of all Asian pregnancies but represented 71% of all pregnancies of
black women. These differences in the percentage of pregnancies by martial status among racial
groups have not changed significantly over the last fifteen years. Nevertheless, marital status can
have a significant impact on the level of resources and support available to perspective mothers

and their offspring.
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With the exception of 2001, there have been a steadily increasing number of resident live
births over the past five years (see Table 3). There has been a 5.6% increase over the five-year

period, slightly greater than the percentage increase in pregnancies.

Table 3. Number of Live Births by Race/Ethnicity

1999 2000 2001 2002 2003
White, Non-Hispanic 61,643 63,101 61,350 61,120 61,550
Black, Non-Hispanic 21,864 22,180 21,889 21,710 21,611
Hispanic, Any Race 6,537 7,707 9,112 9,743 10,362
Other/Unknown, Non-Hispanic 5,163 5,876 6,180 6,662 7,038
Total 95,207 98,864 98,531 99,235 100,561

Source: Virginia Department of Health, Center for Health Statistics

Although the majority of live births were to white, non-Hispanic women (61.2%) in
2003, non-black minorities accounted for a growing percentage of live births. In 2003, 21.5% of
all births were to black, non-Hispanic women (compared to 23.0% in 1999) while 7.0% were to
women of other races (non-Hispanic) and 10.3% were to Hispanic women. The percentage of
births to Hispanic women has grown dramatically, from 6.9% of all births in 1999. Births to
women of other non-white and non-black races have increased substantially (from 0.4% of all
births in 1999).

As shown in Table 4, the fertility rate (births per 1000 females ages 15-44 years) for
young Hispanic women is 70% higher than the State’s overall fertility rate, while the rate for
young women of other races is 21% higher than the overall rate. While this may represent
differences in culture and/or access to birth control, the rate may also reflect a larger number of

“other” (non-white/non-black) and Hispanic women that are not documented in population

estimates.
Table 4. Fertility Rate per 1,000 Females, ages 15-44 Yrs by Race/ Ethnicity, Virginia, 1999-2003
1999 2000 2001 2002 2003
White, Non-Hispanic 56.9 58.6 57.3 57.4 58.2
Black, Non-Hispanic 63.8 64.5 63.1 62.2 61.5
Hispanic, Any Race 82.7 90.2 102.5 105.2 107.0
Other/Unknown, Non-Hispanic 65.4 69.8 71.2 74.3 76.3
Total 60.1 62.1 61.8 62.2 62.9

Source: Virginia Department of Health, Center for Health Statistics
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Virginia’s health districts with a particularly high birth rate per 1,000 population include
areas of Northern Virginia (with Loudoun Health District having the highest in the State) and
large cities throughout the State. Health districts with a particularly high rate of Hispanic births
include many rural areas (such as Pittsylvania/Danville, Eastern Shore, Central Shenandoah,
Lord Fairfax) in addition to some more urban areas (such as Richmond City and Prince William).
The following map illustrates the State’s health districts.

Figure 5. Health Districts, Virginia Department of Health, 2005
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According to data from the Virginia Center for Health Statistics, women aged 25-29 have
the highest age-specific live birth rate (107.7 per 1,000 females in 2003) of any age cohort, while
fertility rates continued to rise among females in their thirties and forties. The live birth rate for
women ages 30-34 years exceeded the rate for women ages 20-24 years for the first time in 2003
(97.3 compared to 94.3). As the reproductive cohort in Virginia continues to age and women in
the second half of their reproductive years increase their fertility, attention to the special health
needs and more tailored perinatal assessments for these women have become increasingly
important. Conversely, live birth rates among those less than 15 years and 15-17 year olds fell to
new lows in 2003 of 0.6 and 17.4, respectively. Even the birth rate among 18-19 year olds fell to
64.3 in 2003, the lowest level since 1997. These reductions in overall teen births have the

potential to improve the health status of Virginia’s maternal and child health population as teen
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parents are often ill-equipped economically and emotionally to raise a child, particularly without
significant support from their families and communities.

As shown in Table 5, while the birth rate for teens 15-19 years has dropped significantly,
there is wide disparity among racial and ethnic groups. The rate for Hispanic teens has increased
by 30% while falling for all other groups by approximately 20% from 1999 to 2003. This raises
the question as to whether the rate for Hispanic teenagers is actually increasing to the degree
suggested by the data or whether the population used in the rate assessment fails to include the
rapidly growing number of undocumented young Hispanic women in Virginia. Finally, while
the birth rate for teenagers of “other” (non-white, non-black, non-Hispanic) races is only a third
of the State’s overall 2003 rate, the rate for black teenagers is two-thirds higher than the State

rate.

Table 5. Teenage (15-19yrs) Birth Rate per 1,000 by Race/Ethnicity, Virginia, 1999-2003
1999 2000 2001 2002 2003

White, Non-Hispanic 15.1 14.5 13.5 13.0 12.1
Black, Non-Hispanic 36.3 342 323 30.1 28.9
Hispanic, Any Race 29.7 31.1 37.9 343 38.6
Other/Unknown, non-Hispanic 8.2 7.5 8.2 7.9 6.4
Total 20.6 19.8 19.1 18.0 17.3

Source: Virginia Department of Health, Center for Health Statistics

The proportion of all births to teens steadily declined to 8.9% in 2003 from 10.6% in
1999 and the number of teen births (n = 8,941) represented a decrease of 1,149 births. Moreover,
82% of these births were the first birth for the teenage mother, ranging from 84% for white teens
to 79% for black teens. The decrease in teenage live births was seen across all racial groups,
with the exception of those teens who did not identify their race as white, black, Asian, or Native
American. Virginia has made significant progress in reducing teen pregnancy and parenthood
through its collaborative community programs such as Resource Mothers, Healthy Families, and
CHIP of Virginia. Nevertheless, there are still geographic areas and socio-demographic groups
that require targeted efforts. Those local health districts with particularly high rates of births to
females 15-17 years are scattered throughout the State (refer to the previous map of Virginia’s

local health districts on page 15) and include Richmond City, Roanoke City, Eastern Shore, and
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Portsmouth. This may be due to the high rates among black and/or Hispanic teenagers that
reside in these areas.

As illustrated in Table 6, 84.8% of all pregnant women initiated prenatal care in the first
trimester in 2003, the same percentage as 1998. Virginia did not meet the Healthy People 2010
objective of 90% starting care in the first trimester and the percentage of women starting care in
the second trimester dropped to 11.2%, down slightly from 11.4% in 1998. However, the percent
of mothers receiving no care at all decreased slightly to 0.9% in 2003 from 1.1% in 1998. Black
pregnant women were most likely to receive no care while other minorities and Hispanic women

were the demographic groups most likely to not receive care until the third trimester.

Table 6. Resident Births By Trimester Care Began by Race/Ethnicity, Virginia, 2003

No
Race/Ethnicity First % Second % Third % Care % Unknown %
Total 85,259 84.8 11,293 11.2 2,888 29 916 09 205 0.2
Black 16,767 77.2 3,676 16.9 839 3.9 422 1.9 23 0.1
White 61,144 87.8 6,362 9.1 1,586 23 395 0.6 162 0.2
Other Minority 11,364 782 2,212 152 799 5.5 130 09 20 0.1
Hispanic 7,364  71.1 2,182 21.1 622 6.0 180 1.7 14 0.1

Source: Virginia Department of Health, Center for Health Statistics

There are numerous reasons for late or no prenatal care. Some of the issues identified in
the VDH'’s Olffice of Family Health Services Maternal and Child Qualitative Health Needs
Assessment completed in June 2005 includes: lack of insurance or a payment source for care,
limited or no access to transportation, lack of providers in rural areas, mental health or substance
abuse problems, lack of knowledge of the importance of prenatal care (sometimes cultural) or
how to enter the health system, being non-English speaking, and/or being a teenager. Figure 6
shows that Hispanics of all races received early care least frequently (71.1% in 2003), declining
from 72.5% in 1998. The percentage of Hispanic mothers receiving no care has increased from
1.2% in 1998 to 1.7% in 2003. Later prenatal care utilization by Hispanic women reflects racial
and ethnic disparities which are often magnified for undocumented immigrants who may fear
contact with medical or government systems, often encounter language barriers, and are
generally not eligible for Medicaid for prenatal care, even though the birth is covered by

emergency Medicaid eligibility. While efforts have begun over the last couple of years to meet
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the needs of pregnant Hispanic women, the 2003 statistics would not reflect the effect of these, if
any, and/or the growth in this population segment is outpacing the available resources.

Figure 6. Percent of Live Births with 1* Trimester Prenatal Care by Race and Hispanic Origin,
Virginia, 1999-2003
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Black mothers also have continued to demonstrate lower rates of early care, when
compared to white mothers, but the gap has narrowed, partially due to improvements in the
percentage of blacks receiving early care and partially due to a slight decline in the percentage of
white women receiving early care. The percentage of black mothers obtaining early care grew to
77.2% in 2003 from 74.0% in 1998 while the percentages for white women decreased from
88.7% in 1998 to 87.8% in 2003. Black mothers receiving no care decreased from 2.3% in 1998
to 1.9% in 2003. While most low-income black women in Virginia would be eligible for
Medicaid, the Qualitative Needs Assessment (OFHS, 2005) points to problems related to access
to care for lower income populations, the cultural acceptability of available care, the availability
of providers, mental health and substance abuse issues, and, specifically, black women’s
lifestyles that often allow little time for and/or do not emphasize personal health.

Of the 8,914 births in 2003 to females age 10-19 years, 71.0% began care in the first
trimester, 22.5% began care in the second trimester, 4.6% began care in the third trimester, and
1.7% received no care. While teenagers begin care later than pregnant women overall, often due
to not knowing they are pregnant and/or not knowing how to access or seek care, teens are
entering care earlier in Virginia than five years ago. Teens in Planning Districts 22 (Eastern

Shore), 13 (Southside), 8 (Northern Virginia), and 17 (Northeastern area) were least likely to
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receive early care. As seen in Figure 7, these planning districts are scattered among the eastern

half of the State.

Figure 7. Virginia’s Planning Districts
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Figure 8 shows a steady improvement in the percentage of Medicaid patients entering
care in the first trimester in the past five years, growing to approximately 74% in 2003, while
approximately 91% of those with private insurance continued to receive care in the first
trimester. Of concern is the decline in the percentage of uninsured women who receive care in
the first trimester, declining to approximately 55% in 2003. This decline is influenced by the
growing number of Hispanic pregnancies who often don’t have access to Medicaid or private
insurance, as well as the declining number of obstetrical providers and hospital services in rural
areas where many women and/or their spouses have lower access to jobs that provide health

insurance.

19



Figure 8. First Trimester Prenatal Care Utilization by Payment Source, Virginia, 1998 and 2003
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The majority (64.3%) of births had 10-14 prenatal visits in 2003 while 18.1% had 1-9
prenatal visits and 15.4% had 15 or more visits. The result is that fewer mothers had 10 or more
prenatal visits in 2003 (79.7%) than in 1999 (82.7%) but the same percentage had no prenatal
care (0.9%). All racial groups and those of Hispanic origin experienced a decline in the
percentage of mothers having 10 or more prenatal visits, resulting in increases in the percentage
having 1-9 visits. This is likely related to provider shortages and financial resource issues
identified by both the Maternal and Child Qualitative Needs Assessment and the Governor’s
Work Group on Rural Obstetrical Care. Planning districts (see Figure 7) which had a
particularly high percentage of residential births with nine or fewer prenatal visits in 2003
include: P.D. 8 (21.7%), P.D. 10 (22.9%), P.D. 12 (24.5%), P.D. 15 (24.1%), P.D. 17 (28.0%),
P.D. 19 (21.8%), and P.D. 22 (36.5%). Planning districts 17 and 22, which had the highest
percentage of births with fewer prenatal visits, are largely rural.

The Report of Virginia’s Governor’s Work Group on Rural Obstetrical Care (October
29, 2004) found that that the average number of prenatal visits was nine or above, with the
majority averaging 11 or more visits, in all cities and counties in Virginia, based on birth
certificate date from 2000-2003. However, using the Kotelchuck Index as an indicator of the
adequacy of utilization of prenatal care, the report identified 61 localities (or approximately 35%

of Virginia’s 175 counties and cities), which experienced an increase in the proportion of women
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receiving inadequate care between 2000 and 2003. It was noted that many of these were in
regions that were losing providers and OB service facilities.

Table 7 shows that, after dropping from 8.2% in 1998 to 7.8% in 1999, the proportion of
low weight births crept back up over the past five years to 8.2% in 2003. Contributing to low
weight births, multiple births continued to increase rising to 3,504 (3.5% of all births) in 2003,
compared to 3.1% in 1998. Over half (58.5%) of multiples had low birth weights and plural
births accounted for 42.3% of low weight births, a 75% increase since 1998. Multiple births
have significantly increased with the availability of assisted reproductive technology. As a
consequence, low birth weight infants represent 10% or more of mother’s ages 40 and older and
almost 19% of all births to women age 44 years and older resulted in a multiple birth. On the
other end of the spectrum, 10% or more of teenage mothers had low birth weight infants.

Racial disparities persisted as the black low birth weight rate (13.2%) was nearly double
that seen in whites (6.9%) in 1998. While Hispanics had low entry into first trimester care, their
low weight birth percentage (6.3%) was lower than all other demographic groups. Non-
black/white/Hispanic women had a higher percentage of low weight births (7.7%) than white and
Hispanic women. Understanding the reasons behind these differences among minority groups
themselves will enable efforts to reduce racial and ethnic disparities from whites. Differences
may be related to informal community health systems and practices, which vary by culture. The
roles of poverty, education, intergenerational factors, degree of acculturation, and level of
alienation present areas of study to help explore these differences. As recent immigrant families
produce second generations, health status indicators will need to be closely studied to help

differentiate factors from country of origin versus environmental ones.
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Table 7. Percentage of Low Birth Weight Births by Race/Ethnicity, Virginia, 1999-2003

1999 2000 2001 2002 2003
White, Non-Hispanic 6.5 6.6 6.6 6.5 6.9
Black, Non-Hispanic 12.2 12.7 12.7 12.7 13.2
Hispanic, Any Race 5.8 6.3 5.8 6.2 6.3
Other/Unknown, Non-Hispanic 6.9 7.7 7.1 7.9 7.7
Total 7.8 8.0 7.9 8.0 8.2

Source: Virginia Department of Health, Center for Health Statistics.

Health districts in the State (see Figure 5) with 10% or more of their live births being of
low birth weight include, in descending order: Richmond City (13.3%), Portsmouth (11.7%),
Crater (11.2%), Norfolk City (10.9%), Piedmont (10.6%), Southside (10.5%), and Cumberland
Plateau and Hampton (both with 10.1%). With the exception of the Cumberland Plateau district,
which is in far southwest Virginia and has a high level of poverty among its largely white
population, these districts have relatively large black populations. There is an obvious need to
educate black women statewide, but particularly in these areas, regarding the need for early
prenatal care and how to access resources while ensuring the availability of appropriate and
accessible prenatal care.

For the five year period from 1999-2003, there were 388 birth defects identified on the
birth certificates filed with the VDH’s Center for Health Statistics. Of these, 66.8% were seen
in white, non-Hispanic infants, 20.1% in black infants, and 8.2% in Hispanic infants of any race.
The most commonly reported anomalies were musculoskeletal/integumental anomalies (39), club
foot (32), other circulatory/respiratory anomalies (27), digit malformations or misnumbers (26),
down syndrome (26), and cleft lip/palate (25). It is important to note that many internal birth
defects, such as those of the heart, are not detected until after the birth certificate has been
submitted or the child has left the hospital.

According to 1997-2000 data from Birth Defects Research (Part A): Clinical and
Molecular Teratology 70:677-771 (2004), the greatest number of birth defects in Virginia were
heart defects (including atrial septal defect with a rate of 27.77 per 10,000 live births and
ventricular septal defect with a rate of 23.48), patent ductus arteriosus (49.38), hypospadias and
epispadias (11.96), congenital hip dislocation (9.59) and Down syndrome (8.58). The rate for

Down syndrome among mothers 35 and older was five times the rate for mothers less than 35
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years of age (26.60 versus 5.43). Note that patent ductus arteriosus, which is present when the
tubular blood channel that allows the blood to bypass the lungs while the baby is in the womb
doesn't close (as expected) after birth, often corrects itself within several months of birth, but
may require infusion of chemicals, the placement of "plugs" via catheters, or surgical closure.
After dropping to a low of 6.2 per 1000 live births and natural fetal deaths, Virginia’s
perinatal mortality rate, which measures the number of fetal and infant deaths <7 days, increased
to 7.0 (or 708 total deaths) per 1000 live births and natural fetal deaths in 2003. As shown in
Table 8, these changes cannot be attributed to any racial group or being of Hispanic origin,
although the steady increase in the Hispanic perinatal mortality rate did influence the increase.
Given that the majority of the State’s births, as well as these deaths, occurred among white
women, the increase of 24 deaths among white women from 1999 to 2003 had a significant
impact on the higher rates in 2002 and 2003. Nevertheless, while perinatal mortality among
black pregnancies has decreased, the disproportionately high rate among this group continues to

be of concern.

Table 8. Perinatal Mortality Rate per 1,000 Live Births Plus Fetal Deaths by Race/Ethnicity,
Virginia, 1999-2003

1999 2000 2001 2002 2003
White, Non-Hispanic 5.2 4.8 4.4 5.4 5.6
Black, Non-Hispanic 12.2 10.0 12.1 11.9 11.5
Hispanic, Any Race 4.1 4.5 4.7 5.9 5.6
Other/Unknown, Non-Hispanic 7.3 7.9 53 5.2 7.6
Total 6.8 6.2 6.2 6.9 7.0

Source: Virginia Department of Health, Center for Health Statistics.

After hitting a low of 6.9 deaths to infants under one year per 1,000 live births in 2000,
the infant mortality rate increased to 7.6, or 766 deaths in 2003 (see Figure 9). A similar trend
occurred relative to neonatal mortality (infant deaths at less than 28 days) while the postneonatal
mortality (infant deaths at 28 days or more) rate increased only slightly. Seventy percent of
infant deaths occurred under 28 days following birth in 2003, down from approximately 74% in
1998, suggesting that a relatively greater percentage of infants survive after birth. Overall, this
data suggests that particular attention needs to be paid to prenatal care, particularly for black

women since there are significant racial differences relative to infant mortality.
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Figure 9. Infant, Neonatal, and Postneonatal Mortality, Virginia 1999-2003
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Large racial disparities remained evident with blacks having an infant mortality rate
(13.8) more than two times that of whites (6.0) in 2003. Almost forty percent (38.9%) of the 766
infant deaths in 2003 were black infants, compared to black infants representing only 21.5% of
all live births. As shown in Figure 10, there is relatively little difference between the rate for
Hispanics and white, non-Hispanic women. Because the number of infant deaths is relatively
small compared to the number of live births, rates can fluctuate significantly from year to year
due to differences in the outcomes of a dozen or fewer births. The health districts (see Figure 5)
with the highest infant mortality rates (average for 1999-2003) were Richmond City (15.1),
Roanoke City (12.4), Portsmouth (12.2), Norfolk City (11.6), and Piedmont (11.4). These areas

all have relatively high minority populations and, with the exception of Piedmont, are all urban

arcas.
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Figure 10. Infant Mortality Rate by Race/Ethnicity per 1,000 Live Births, Virginia 1999-2003
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Table 9 shows that while white and other, non-Hispanic infants had the lowest neonatal
mortality rate, Hispanic infants had the largest increase (increasing by more than a third).
Almost forty percent (38.0%) of the 536 neonatal deaths in 2003 were black infants, more than
one and a half times their representation (21.5%) of all live births. While black infants continued

to have the highest neonatal mortality rate, it appears to have remained fairly stable.

Table 9. Neonatal Mortality Rate per 1,000 Live Births by Race/Ethnicity, Virginia, 1999-2003

1999 2000 2001 2002 2003
White, Non-Hispanic 3.7 3.7 33 3.6 4.1
Black, Non-Hispanic 9.5 8.3 10.6 10.6 9.4
Hispanic, Any Race 34 4.2 3.6 4.0 4.8
Other/Unknown, Non-Hispanic 3.5 3.6 1.9 2.7 3.8
Total 5.0 4.7 4.8 5.1 53

Source: Virginia Department of Health, Center for Health Statistics.

Significantly different from the neonatal mortality trend, there has been an increase in the
black postneonatal mortality rate and a decrease in the Hispanic rate, while the white rate has

stabilized. Black infants represented 40.9% of all postneonatal deaths (see Table 10).
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Table 10. Postneonatal Mortality Rate per 1,000 Live Births by Race/Ethnicity, VA, 1999-2003

1999 2000 2001 2002 2003
White, Non-Hispanic 1.9 1.6 2.0 1.9 1.9
Black, Non-Hispanic 3.4 3.9 5.0 3.8 43
Hispanic, Any Race 2.3 1.4 1.4 1.1 1.4
Other/Unknown, Non-Hispanic 1.4 1.0 1.3 1.7 1.0
Total 2.2 2.1 2.6 22 23

Source: Virginia Department of Health, Center for Health Statistics

According to the National Center for Health Statistics, there were a total of 2,170 infant
deaths from 2000 through 2002, or an average of 723 deaths annually. The leading cause of
infant death from 2000-2002 was disorders related to short gestation (n = 407; average=136),
which exceeded deaths from congenital anomalies (n = 369; average=123) by an average of
thirteen cases annually. Deaths due to short gestation represented approximately 19% of all
deaths while those related to congenital anomalies represented 17% of all infant deaths. While
congenital anomalies was the leading cause of death for white infants (22.4% of all white infant
deaths) and Hispanic infants (19.4%), short gestation was the leading cause of death for black
infants (26.1%) with congenital anomalies being far behind at 9.7%. Short gestation was the
cause of 12.9% of white, non-Hispanic deaths and 15.1% of Hispanic infant deaths.

Sudden Infant Death Syndrome (SIDS) was the third leading cause of all infant deaths
and the top cause of all postneonatal infant deaths. However, for Hispanic infants, SIDS was tied
with maternity pregnancy complications as the third leading cause of death. The NCHS reports
that 212 infants died of SIDS between 2000 and 2002, or an annual average of 71 infants,
causing 9.8% of all infant deaths. SIDS was the cause of 10.6% of all white, non-Hispanic infant
deaths but only 7.2% of Hispanic infant deaths.

As reported by VDH’s Center for Health Statistics, in 2003, 71 infants died of SIDS (70.6
deaths per 100,000 live births). The majority (90.1 percent) of SIDS deaths occurred at less than
one month of age. Rates have fluctuated widely because of the relatively small number of SIDS
deaths relative to the number of live births (growing from 57 deaths in 1999 to 76 in 2001 and
then down to 71 deaths in 2003). Nevertheless, the SIDS mortality rate for black infants has

been consistently one and a half to over three times higher than white infants.
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Between 1999-2003, there were 39 pregnancy-associated deaths in Virginia, or an
average of 8 deaths annually. The 1999-2000 maternal mortality rate was 10.1 deaths per
100,000 live births, but fell to 6.4 deaths per 100,000 live births in the 2001-2003 period. Given
the relatively small number of maternal deaths, it is difficult to draw any statistical conclusions.

Breastfeeding of infants generally contributes to improved nutritional and overall health
of an infant but also can provide an important vehicle for mother and infant bonding. As
illustrated in Figure 11, data from Ross Laboratories shows that in 2002 in Virginia, more than
two-thirds (70%) of all infants were breastfed in the hospital, while approximately a third
(35.8%) of all infants were still being breastfed six months after discharge. While still below the
desired level, more than half (51.8%) of all infants receiving WIC were breastfed in the hospital
in 2002 and 15% were breastfed at six months after discharge. Nevertheless, the 2002
percentage represented a significant drop from 2000 when approximately 21% of WIC infants
were still being breastfed. Virginia compares similarly to national figures relative to all mothers
breastfeeding, but lags behind national levels (by approximately seven percentage points) on the

percent of WIC mothers breastfeeding in both the hospital and at six months.

Figure 11. Percentage of Virginia Mothers Breastfeeding, 1990-2002
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According to VDH’s Division of WIC and Community Nutrition Services, in 2003,
34,969 women were enrolled in WIC. This represents approximately 68% of those estimated to
be eligible for WIC (51,244 women). The largest numbers of women enrolled in WIC are white,
non-Hispanic (14,248 or 40.7% of total enrollees), followed closely by black, non-Hispanic
women (12,849 or 36.7%). Hispanic women represented 18.3% of enrollees, while women of

other races represented 2.9% of enrollees and the race/ethnicity of 1.3% were unknown.
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The number of infants enrolled in WIC (36,612 infants) is approximately 5% higher than
the number of women enrolled and exceeds the estimate of infants eligible for WIC by 5%.
Obviously, this estimate is too low and does not appear to be related to any particular geographic
area or locality type since all but nine health districts have more infants enrolled than those
estimated to be eligible. Data show 14,833 black, non-Hispanic infants are enrolled in WIC,
representing 40.5% of all infants enrolled. White, non-Hispanic infants represent 38.6% of
infants enrolled, while Hispanic infants represent 15.8% of those enrolled. Almost 3% of infants
enrolled were of other races and the race of 2.2% of infants enrolled were unknown.

The largest numbers of both women and infant WIC enrollees are in higher population
health districts (see Figure 5) such as Fairfax, Norfolk, Virginia Beach, Peninsula, Prince
William, and Richmond City. Health districts with the lowest percentage of potential women
eligibles being served include: New River, Norfolk, Richmond City, Alexandria, and Virginia
Beach (all with 40% or more of potential eligibles being unserved).

OFHS conducted an online needs assessment survey of both individual and
organizational representatives to assess the health status, risk factors, and the availability and
accessibility of quality services for the Maternal and Child Health population, completed in May
of 2005. The major health issues for women that were identified include: obesity (lack of
exercise and poor nutrition), health insurance coverage, depression and mental illness, domestic
violence, and prenatal care. Many of these same issues, in addition to dental care, were
identified by the Governor’s Work Group in its October 29, 2004 report, as well as Virginia’s
Maternal and Child Qualitative Health Needs Assessment (June 2005). The Qualitative Needs
Assessment identified needs relative to:

e access to care (adequate number of providers; financial and geographic access;
coordination and/or case management),
e cost of health care (need for increased reimbursement of and eligibility for Medicaid and

FAMIS for dental and health care; access to lower cost care),

e vulnerable populations (low-income, minority; non-English speaking; those with mental
health or substance abuse problems; those with limited transportation),
e prevention and early intervention (adequate and timely prenatal care, early behavioral

health and dental treatment, and increasing case management), and
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e coordination, communication, and community-based collaboration (between State and
local health departments, community-based organizations and providers; communication
of available resources and increasing health education).

Promoting healthy behaviors and lifestyles, while reducing risky ones, among younger
women continues to be an increased focus for the Virginia Department of Health (VDH) not only
due to their impact on any children born but also because of the long-term impact on a woman’s
health status.

Like the nation as a whole, an increasing percentage of women in Virginia are identified
as being overweight or obese. In 1990, 22.0% of Virginia’s women were identified by BRFSS
data as being overweight (body mass index 25-29.9) and another 10.7% were identified as being
obese (BMI 30 or greater), lower than national rates for women of 24.4% and 11.5%,
respectively. These percentages grew to 29.3% of Virginia women being overweight and 22.5%
being obese in 2002. Not only does the percentage of overweight women in Virginia now equal
the percentage nationally (29.5%), but also the percentage that are obese now exceeds the
national percentage (21.4%). The result is that the number of women who are overweight or
obese in Virginia has grown from one in three to more than one in two women.

Both the level of physical activity and dietary habits can impact weight. BRFSS data
reports that almost 69% of all Virginia women did not eat enough fruits and vegetables (5 or
more servings daily) in 2002, a level that has stayed relatively stable over the last eight years and
is approximately three percentage points higher than the national percentage of 72%. When
women in Virginia were asked by the BRFSS survey if they participated in any physical
activities in the past month, approximately 24% said “no” in 2004, an improvement over the
approximately 28% that said “no” in 2002, the same percentage that said that they had no leisure
time physical activity. Of course, BRFSS data are self-reported and are subject to individual
interpretation and honest disclosure of personal information.

Mental health issues are a growing concern that, without appropriate treatment, can have
negative effects for women throughout their lives. As stated previously, mental health discharges
represented more than 13,000 discharges among females ages 15-44 years, or more than 7% of
all inpatient discharges of women in this age group. Existing state databases, however, do not
adequately capture outpatient diagnoses and treatment information. However, research suggests

that the incidence of perinatal depression may be widespread. Some estimates indicate that 10 to
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15 percent of new mothers experience postpartum depression. It may be even higher among
minorities, those with low income, and women under significant stress. A 2004 survey of
Healthy Start participants in four Virginia communities revealed that 28 percent of the women
screened suffered from depression. Another study in two of these Healthy Start sites in 2002-03
revealed that 59% of those screened in the Norfolk program and 51% of the women in Richmond
project experienced symptoms of depression.

According to the NCHS, from 2000-2002, 276 suicides occurred among females 15-44
years, or an annual average of 92 suicides. The vast majority (85%) of these suicides were
among white females, while only 8% of suicides were among black females.

Substance abuse among women, particularly pregnant women, is difficult to adequately
assess since the mother gives this information voluntarily. In 2003, of the 100,561 total live
births, 7,446 (7.4%) mothers reported tobacco use, 595 (0.6%) reported drug use, and 453 (0.5%)
reported alcohol use, according to data from VDH’s Center for Health Statistics. White, non-
Hispanic women represented 64% of all those who reported the use of alcohol and 51% of those
who report illicit drug use during pregnancy, while black, non-Hispanic women represented 27%
of those reporting alcohol use and 46% of those reporting drug use.

BRFSS data estimates that 20.8% of all women in Virginia were current smokers in 2002,
climbing from a recent low of 18.8% in 2000 but lower than 2001 and based on a larger sample
size than either of these years. The 2002 Virginia percentage matches the national percentage of
women who smoke, but the 2002 national percentage represents a decrease from the 2000 level.
Of those that reported tobacco use during pregnancy, the percentage for white, non-Hispanic
women (9.4%) exceeded all other groups, but represented a 15% decrease from 1999 to 2003.
While the rate for black women did not decline from 1999 to 2003, black pregnant women’s rate
remained at 7%. A 38% decline in tobacco use was found among other racial groups and

Hispanic pregnant women during the same period. Health districts (see Figure 5) with the
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greatest percentage of pregnant mothers reporting tobacco use includes: Cumberland Plateau,
Lenowisco, Mount Rogers, Piedmont, and Southside. Most of these areas are rural and/or have a
tobacco growing history.

Table 11. Percentage of Women Reporting Tobacco Use During Pregnancy by Race/ Ethnicity,
Virginia, 1999-2003

1999 2000 2001 2002 2003
White, Non-Hispanic 11.1 10.3 10.0 9.5 9.4
Black, Non-Hispanic 7.0 6.4 6.9 6.3 7.0
Hispanic, Any Race 1.3 1.0 1.0 0.9 0.8
Other/Unknown, Non-Hispanic 1.8 1.4 1.2 1.4 1.1
Total 9.0 8.2 7.9 7.4 7.4

Source: Virginia Department of Health, Center for Health Statistics.

There are variances between the number of mothers who report substance use during
pregnancy and the number of substance exposed infant births reported by physicians because
substance use information is requested from the mother at the time of the birth certificate
application by persons not necessarily trained to inquire or assess substance use in pregnancy.
The mother may have used a substance at any time during the pregnancy, but if the substance
was not recent, it may not be reported. Therefore, caution should be taken when drawing
conclusions or making recommendations based on the birth certificate information.

The 1999 National Household Survey on Drug Abuse estimated that nationally, 7.6% of
pregnant women used an illicit drug during their pregnancy and 12.9% drank alcohol. Of those
pregnant women who drank, 3.3% binged on alcohol and 0.2% drank heavily. While the actual
numbers will vary depending upon the population, it is anticipated that rates of maternal
substance use should be similar across communities and therefore, Virginia would report similar
statistics which would be higher than what is reported on birth certificates. It has been identified
that obstetrical providers are not screening pregnant women for substance use in pregnancy. In a
2004 VDH and MHMRSAS Survey of Perinatal Providers on Screening Practices for HIV and
Substance Use, only 35 percent (n=581) of providers indicated they screened their pregnant
patients for substance use (VDH and MHMRSAS, 2004). Lack of knowledge of the law and

lack of recognition of the need to screen were cited as reasons. In communities that have few or
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no reports of substance-exposed infants, it is suspected that prenatal care providers do not
recognize or are reluctant to address maternal substance use.

Research indicates that alcohol and tobacco have the most harmful effects on the
developing fetus including growth deficiencies, increased risk of Sudden Infant Death
Syndrome, and alcohol-related, neurodevelopmental deficits including mental retardation and
childhood hyperactivity (Britt, Ingersoll, Scnoll, 1999).

Section 32.1-127 of the Code of Virginia requires hospitals to notify the local Community
Services Boards (CSBs) of any substance-using, postpartum women. The Virginia Department of
MHMRSAS provides funding to 40 CSBs that are responsible for providing substance abuse
emergency services, prevention and outpatient treatment services. In a survey done of the CSBs
during the period July 1, 2000 to March 31, 2001, there were 278 women referred by hospitals
for substance use in pregnancy. Cocaine was the most frequently reported substance used (114
mothers), followed by opiates (28 mothers), marijuana (95), and alcohol (8 mothers). Another
65 women referred were using unknown drugs or test results were unavailable.

In FY 03 (July 1, 2002 — June 30, 2003), there were 483 substance-exposed infants
reported to the CSBs and 293 received case management services payments. Women referred
under the Code of Virginia are not required to follow through with services at the CSBs even
though the CSBs have been encouraged to provide outreach services and can receive a one time
outreach case management fee for each hospital referred case they serve.

Alcohol is metabolized and excreted within hours and is difficult to detect through drug
testing unless the woman drank within several hours of delivery or consumed significant
amounts of alcohol. Forty-three mothers tested positive for multiple substances. (House
Document No. 6, 2002) Fetal Alcohol Syndrome (FAS) is a birth defect caused by alcohol
consumption during pregnancy. In Virginia, between July 1999 through June 2004, there were
34 babies born with FAS. (VaCARES, 2004) Other babies may not have the obvious physical
symptoms but have Alcohol Related Neurodevelopmental Disorders (ARND), which includes
significant mental retardation, learning and behavioral difficulties and are frequently not
diagnosed until school age or later. These babies are not captured in VaCARES.

Section 63.1-248.3 of the Code of Virginia requires an attending physician to file a report
with the local department of social services whenever a newborn infant evidences exposure to

non-prescription, controlled substances or signs of fetal alcohol syndrome. From July 1, 2000
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through June 15, 2001, local departments received 306 reports from medical personnel alleging
that an infant had in-utero exposure to an illicit substance or alcohol. Two hundred fifty-six of
these reports met the legal definition of substance-exposed newborns and were investigated by
local departments. The Department randomly selected 50 of the 306 reports to review and found
that cocaine was the most commonly used drug. The report also noted these mothers were long-
term drug users, had a history of involvement with child protective services programs, and had
other children placed with relatives. In addition, these infants were often born premature and
had low birth weights. (House Document No. 6) During July 1, 2001 to June 30, 2003, 870
substance-exposed newborns were reported to child protective services.

In general, tobacco, drug, and/or alcohol use in pregnancy can have devastating and
lasting consequences for both the woman and her child. From this data and what we know
nationally, there are women and their newborns that are not receiving adequate assessment and
treatment for substance use in pregnancy.

According to data from the VDH’s Division of HIV, STD and Pharmacy Services, newly
diagnosed Human Immunodeficiency Virus (HIV) cases (797) decreased almost 20% between
2002 and 2003 to their lowest number ever. Those among females dropped to 249 in 2003 from
312 in 2002, keeping the proportion of all new HIV cases among females essentially the same at
31%. The number of new cases of HIV and the percentage among females in 2003 is similar to

that found in 1998 (see Figure 12).

Figure 12. Virginia HIV Cases by Gender, 1998-2003
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Black females represented 75.9% of all these cases in 2003 with the number of diagnosed
HIV cases among black and white females hitting their lowest levels since 1998 (see Figure 13).
However, the number of HIV cases among Hispanic women increased from 3 to 23 during this
period. This may reflect an actual increase in cases and/or increased access to health care
services for diagnosis to occur. The Eastern region had the greatest percentage of HIV cases
diagnosed in the State (32.5%) in 2003, followed closely by Northern Virginia at 30.2% of all
cases, and Richmond with 27.5% of all cases. While urban areas of the State continue to have
the highest prevalence of HIV and STDs, many rural areas have much higher than expected rates
of these diseases. While the prevalence of most STDs is highest in those 15-24 years, 37.2% of
all HIV cases in 2003 were diagnosed in those 30-39 years, followed by 17.9% in those 45+

years.

Figure 13. Female Virginia HIV Cases by Race/Ethnicity, 1998-2003
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Section 54.2403.01 of the Code of Virginia requires that HIV testing be offered to all
pregnant women. In a 2004 VDH and MHMRSAS Survey of Perinatal Providers on Screening
Practices for HIV and Substance Use, only 61% of perinatal providers routinely counseled
pregnant patients regarding HIV. The three most common reasons given for not counseling

pregnant women was: 1) not needed, 2) referred elsewhere for testing, and 3) lack of time.

34



The number of AIDS cases in 2003 was 793, of which 225 (or 28.4%) were women. This
represents a decrease in total AIDS cases of 8.4% and a 10.0% decrease in AIDS cases among
females. As with HIV, incidence of AIDS is greater among older age groups when compared to
most other STDs. Those 45+ years represented 31.3% of those diagnosed with AIDS, while
another 39.4% of those diagnosed were 30-39 years and 16.6% were 40-44 years of age. The
Northern Virginia region had the highest percentage of AIDS cases in 2003 (38.8%), followed by
the Central (22.6%) and Eastern (22.2%) regions.

With 19,439 total cases, chlamydia was responsible for more than half of the reportable
sexually transmitted diseases in 2003. Moreover, this represents a 45% increase from the number
of chlamydia cases diagnosed in 1998 (see Figure 14). Because of Virginia’s public health
screening criteria, 80% of chlamydia reports were for females in 2003; however, this is the

lowest percentage since 1998 for females relative to males.

Figure 14. Virginia Chlamydia Cases by Gender, 1998-2003
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As shown in Figure 15, the percentage of chlamydia cases among black women was
120% higher than among white women. While the number of cases among Hispanic women has
more than doubled from 1998 to 2003, the increase in cases primarily reflects the increase in the

Hispanic population during that period.

Figure 15. Female Virginia Chlamydia Cases by Race/Ethnicity, 1998-2003
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More than 75% of chlamydia cases are diagnosed among persons 15-24 years, with
almost equal distribution between those 15-19 years (37.2% of cases) and those 20-24 years
(38.6%). In 2003, Richmond City had the greatest number of chlamydia cases (2,053), with a
five year average of 2,090 between 1999 and 2003, followed by Norfolk with a five year average
of 1,219. By region, Eastern Virginia saw 37.4% of all chlamydia cases in 2003 (7,272 cases),
followed by Central Virginia with 24.8% of all cases.

In 2003, there were 9,062 total cases of gonorrhea, with more than half being among
females (4,812 cases or 53.1%), the highest percentage since 1998 (see Figure 16). However,
while the total number of gonorrhea cases fell 1.6% in Virginia between 1998 and 2003, the
number of cases among women increased 6.4% during that period. Moreover, over a quarter
(27.8%) of those persons infected in 2003 were aged 15-19 and another similar percentage

(29.0%) were 20-24 years.
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Figure 16. Virginia Gonorrhea Cases by Gender, 1998-2003
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Black women represented 71.6% of all cases of gonorrhea among women in 2003 (see
Figure 17). While the number of cases of gonorrhea among black women increased considerably
in 2001 and 2002, the 2003 number represented a considerable decrease. The number of cases
among Hispanic women increased by 61% from 2002 to 2003. Richmond had the largest
number of gonorrhea cases in 2003 (1,249) and the largest five-year average (1,689 per year),
followed by Norfolk with 1,061 cases in 2003 and an average of 1,351 over the last five years.
The Eastern region saw almost half of all gonorrhea cases (49.4%) statewide in 2003, followed
by the Central region with 27.1% of all cases. Both of these percentages are extremely

disproportionate to the relative percentage of people living in these regions.

Figure 17. Female Virginia Gonorrhea Case by Race/Ethnicity, 1998-2003
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As shown in Figure 18, the total number of cases of early syphilis in Virginia has
dropped by 60% from 1998 to 2003 (from 379 to 156 cases). Moreover, the number of early
syphilis cases among females decreased 82% during that same period (from 179 to 33 cases).
This had an impact on congenital syphilis cases, which fell from 18 in 1994 to 6 in 2001 (after
being only 4 in 2000) to a low of 1 case in both 2002 and 2003. This met the Healthy People
2010 objective of no more than 1 per 100,000 live births.

Figure 18. Virginia Total Early Syphilis Cases by Gender, 1998-2003
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The Virginia State Police reported a total of 4,873 forcible sex offenses in 2004 with
4,468 (91.7%) having a female victim. The majority (61.2%) of these involved females 0-17
years while another 28.5% involved females 18-35 years. White females accounted for 69% of
all female victims while black females accounted for another 29%. A quarter (25.4%) of all sex
offenses were committed by an “acquaintance,” followed by an “otherwise known” person
(9.6%), a “stranger” (8.0%), a “parent” (7.6%), and a “friend” (6.4%). In 2004, 1,715 forcible
rapes of females were reported to police, equaling one forcible rape every 5 hours (Virginia State
Police). The majority (65%) of these rapes involved white women while another 33% involved
black women. In 2003, 3,107 sexual assault victims (92% being female) called Virginia’s
Domestic Violence and Sexual Assault Hotline and 950 sought advocacy services from Virginia
sexual assault crisis centers. Advocacy services encompass a wide variety of counseling,

support, and accompaniment services provided to victims over a period of time. Sexual assault
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continues to be a major crime, which inordinately impacts young women and can have
devastating effects on both emotional and physical health for years.

Sexual assaults are likely grossly underreported. According to a survey reported in
Prevalence of Sexual Assault in Virginia (Saba Masho, MD, DrPH, April 2003 rev2, page 16),
the lifetime prevalence of sexual assault among Virginia residents was 27.6% for females and the
majority of female victims were victims of rape. The survey found that the majority of female
victims identified their offender as being a relative (28.4%), followed by a friend (22.3%) and
then acquaintances (18.2%). A stranger represented only 11.5% of offenders identified by
females. Obviously, assaults by relatives or friends represent a larger percentage of the survey’s
findings when compared to those that report assaults to law enforcement.

Virginia’s Domestic Violence and Sexual Assault Hotline of Virginia received 30,645
calls in 2003 related to family violence and 7,046 family violence victims requested advocacy
services. In addition, the families sheltered in Virginia included 3,535 adults and 3,205 children
(96% of family violence victims are female), with the number of families sheltered increasing by
9% from 2002 to 2003. In addition, 1,569 families were turned away from the shelter because it
was full, a 37% increase from 2002 to 2003. Additional community-based resources, education
and outreach to both potential victims and perpetrators aimed at deterring sexual assault and
family violence will continue to be supported by the VDH in conjunction with Virginians
Against Domestic Violence and other appropriate organizations.

Chronic diseases are among the leading causes of death for women and can also diminish
the quality of their lives. In Virginia 7.1% of women reported having been told by a doctor that
they have or have had diabetes, including those having gestational diabetes (1.2%), according to
2003 BRFSS data. This represents a significant increase from 1999 when 5.4% had been told
they had diabetes with 1.6% of those were pregnancy-related. However, these percentages are
very similar to national levels in both 1999 and 2003.

In 2003, a study was done to examine the prevalence of diabetic pregnancies between
1989 and 2002. Birth certificate data was used and found that the prevalence of maternal
diabetics ranged between 2.3% in 1989 to 3.8% in 2002, representing a significant increase. In
addition, these women were also almost twice as likely to have a cesarean delivery as non-

diabetic pregnancies. Obviously, this increase in the percent of childbearing women with
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diabetes will impact the future prevalence of the disease and impacts the cost of health care
currently and into the future.

Less than one quarter of all Virginia adult females (23.8%) had been diagnosed with
hypertension in 2003, according to BRFSS data. This is down slightly from 1997 when 25.0%
were diagnosed with hypertension and lower than the national 2003 level of 24.9%. Almost one
third (32.7%) of Virginia women reported that they have been told by a health care professional
that they have high cholesterol, similar to national percentage (32.1%) for women. This
represents a significant increase both from a state and national perspective since 1997 when the
State percentage was 26.6% and the national percentage was 23.6%. There could be a number of
reasons for the increase in both diabetes and cholesterol prevalence including: actual increases
in the percentage of women having these conditions due to age and/or lifestyle changes, more
screening being performed by health care providers, more access to health care providers by
previously underserved populations, and/or a combination of these factors. Fortunately, only
3.1% of women reported in the 2003 BRFSS data ever being told that they’ve had a heart attack
or myocardial infarction, but this needs to be closely monitored to determine if early detection
and treatment helps to prevent future heart attacks.

Cancer represents another major chronic disease concern. The overall age-adjusted
cancer rate for women in Virginia in 1999 was 374.4 per 100,000 population, the highest rate in
the previous five years. Table 12 shows that breast cancer was the most commonly reported site
of cancer for women in 1999 (the latest data available from the Virginia Cancer Registry.
Cancer of the breast and cervix are the cancers that have a relatively high incidence rate among
younger women. The age-specific incidence of breast cancer in 1999 was from approximately
25/100,000 women ages 30-34 to about 140/100,000 among women ages 40-44. The overall
age-adjusted incidence rate of breast cancer in Virginia was 134.1, compared to a national rate of
128.6. Moreover, approximately 51% of all breast cancers in Virginia were localized at the time
of diagnosis. While the incidence rate of breast cancer among white women in Virginia was
20% higher than among black women (136.3 compared to 120.3), the death rate due to breast
cancer was 35% higher among black women than among white women (36.1 compared to 26.7
per 100,000).

In Virginia, the 1999 age-adjusted rate for cancer of the cervix was 9.8 per 100,000 with

a rate of 8.2 for white women and 12.0 for black women, lower than the national rates of 9.5

40



overall, 8.8 among white women, and 13.9 among black women. In-situ cancers represented
almost 67% of all cervical cancer in Virginia and are not represented in these rates. The cervical
cancer rate for women in Virginia ranges from about 2/100,000 in those ages 20-24 to
approximately 12/100,000 among women ages 40-44. Factors that increase the risk of cervical
cancer are: early age of first sexual intercourse, having multiple sex partners, human

papillomavirus (HPV) infection, and smoking and nutritional deficiencies.

Table 12. Distribution of Ten Most Commonly Reported Cancer Sites, Females, Virginia, 1999

SITE Cases % Rate
Breast 4 583 34.2 128.8
Lung/Bronchus 1,655 12.3 44.4
Colon'Recium 1,565 11.7 43.4
Corpus and Uterus, NOS ] 57 2.7
Men-Hodgkin Lymphoma 475 35 13.3
Crvary 471 15 13.1
Melanoma of the Skin 413 3.0 114
Cervix 358 26 6.2
Urinary Bladder 285 a2z B2
Thyraoid 203 21 8.1

Hater Data exclude lotalized basal and squamous cell sKin cancers and In sl cancinomas except winary bladder. Al rates are
per 100,000 population and are adjustan to 2000 U.S. standard population 5 year age-groups).

As shown in table 13, the crude death rates for females 15-44 years of age are relatively
low. The major causes of death among females in this age category range from accidents, to
various cancers and cerbrovascular diseases, to suicide and homicide. Key differences between
white and black women emerge. While white women have a death rate due to motor vehicle
accidents two and a half times that of black women, the second leading cause of death for black
women is HIV disease and no white women died of HIV. Moreover, the leading cause of death
for young black women is breast cancer and their rate is 25% greater than white women’s death
rate due to breast cancer, which is the second leading cause of death among white women.
Finally, the death rate due to “all other forms of heart disease” among black women is almost
twice that of white women. An assessment of these deaths would allow a better determination of
the causes of these differences, whether environmental, genetic, or due to differences in access to

early and/or appropriate health care services.
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Table 13. Top Leading Causes of Death by Race, Females 15-44 Yrs, Virginia, 2000-2002

All Races Black White
Deaths | Percent| Deaths | Percent| Deaths| Percent
(n) Deaths (n) Deaths (n) Deaths
Motor vehicle accidents 450 11.0 83 5.9 356 13.7
Malignant neoplasm of breast 308 7.5 121 8.6 180 6.9
All other forms of heart disease 228 5.6 110 7.8 114 4.4
Accidental poisoning and exposure to noxious substances 192 4.7 34 2.4 158 6.1
Intentional self-harm (suicide) by other and unspecified
means and their sequelae 172 4.2 140 5.4
Assault (homicide) by discharge of firearms 134 3.3 71 5.1 62 2.4
Human immunodeficiency virus (HIV) disease 129 3.2 116 8.3
Cerebrovascular diseases 114 2.8 55 3.9 57 2.2
All other and unspecified malignant neoplasms 109 2.7 34 2.4 74 2.9
Intentional self-harm (suicide) by discharge of firearms 104 2.5 23 1.6 95 3.7
Malignant neoplasms of trachea, bronchus and lung 85 2.1 66 2.5
Diabetes mellitus 81 2.0 29 2.1 52 2
Septicemia 79 1.9 41 2.9 37 1.4
All other forms of chronic ischemic heart disease 79 1.9 26 1.9 53 2
Assault (homicide) by other and unspecified means and
their sequelae 73 1.8 32 2.3
Malignant neoplasms of colon, rectum and anus 71 1.7
Acute myocardial infarction 68 1.7 27 1.9 41 1.6
Leukemia 66 1.6 49 1.9
Anemias 25 1.8
Renal failure 23 1.6
Symptoms, signs and abnormal clinical and laboratory
findings, not elsewhere classified 21 1.5 40 1.5
Malignant neoplasms of trachea, bronchus and lung 19 1.4 66 2.5
Asthma 19 1.4
Pneumonia 19 1.4
Malignant neoplasm of cervix uteri 48 1.9
Congenital malformations, deformations and chromosomal
abnormalities 43 1.7
Malignant neoplasm of ovary 38 1.5
Other and unspecified events of undetermined intent and
their sequelae 35 1.3

Source: National Center for Health Statistics (NCHS)
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B. Children

In general, Virginia’s 1.6 million children and adolescents under 18 years of age are
healthy. In 2003, 90% of parents reported their child or teenager less than eighteen years to be in
excellent or good health and 95% stated that their school-aged child had not missed 11 or more
days of school in the last 12 months due to illness or injury.! Over 270,000 children under age
18 are considered children with special health care needs, or 15.3% of all children and
adolescents.”

Nearly one in ten people (9.3% average in 2001-2003) in Virginia lives under the poverty
level, significantly lower than the 3-year average for the U.S. of 12.1%. The areas of the state
with the highest median household income surround the population “crescent” that extends from
Northern Virginia through Richmond and Charlottesville and to the tidewater area. The far

southwest and southern areas have the lowest median household income (see map).

Figure 19: Virginia Primary Care Service Areas, Median Household Income
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! Child and Adolescent Health Measurement Initiative (2005). National Survey of Children’s Health, Data Resource Center on
Child and Adolescent Health website. Retrieved 06/12/05 from www.nschdata.org .
% Child and Adolescent Health Measurement Initiative, National Survey of Children with Special Health Care Needs: Virginia

State Profile, Retrieved 06/12/05 from http://cshcndata.org/DesktopDefault.aspx
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Nearly 14% of children live in rural areas and one-fourth live in cities with populations of
over 100,000. While nearly two-thirds of the children under 18 are white, they make up about
one-third of children living in poverty. By contrast, whereas a little over one-fifth of the children
are black, 30% live in poverty. Hispanic children make up 6% of children and youth in Virginia
but nearly 30% of those under poverty.’ Sizeable percentages (between 5-30% of total) of
Hispanic children and youth live in northern Virginia, northwest Virginia, the Tidewater area,
and counties bordering North Carolina. Most areas in Virginia have fewer than 5% of children
ages 5-17 years living in households where the adults have some difficulty with English; the
exception is Alexandria and Arlington where between 5 and 10% of children live in such homes.

One-fourth of children live in single-parent families. Among 62% of young children,
both parents work whereas nearly three-fourths of children between ages 6 to 17 have two

working parents.

Figure 20. Percent of Children with All Parents Working in Virginia
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Source: Population Reference Bureau, analysis of data from U.S. Census Bureau, 2000
Census Summary File 3, Tables PCT70A-G and P46

3 Child and Adolescent Health Measurement Initiative (2005). National Survey of Children’s Health, Data Resource Center on
Child and Adolescent Health website. Retrieved 06/12/05 from www.nschdata.org .
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In Virginia, 70% of children under five attend nonparental child care. Among 3-5 year
olds, 62.8% regularly attended preschool, kindergarten, Head Start or Early Start during the past
month. Nationally, this percentage varies by income level, with only half of children under 200%
of poverty with regular attendance in the past month as compared to three-quarters of children
living in households at or above four times the poverty level.*

The number of child care slots has increased in Virginia from 227,078 in 2000 (181 per
1,000) to 328,687 (256 per 1,000) in 2004. > Tt is difficult to determine the exact number of
children served in child care because enrollment data, which vary on a daily basis, are not
available in Virginia. A recent study of Virginia child care data found that child care centers, on
average, are filled to 74.1% of their licensed capacity.’

The Office of Family of Health Services of the Virginia Department of Health developed
an on-line survey to assess perceptions among the general public and human services
professionals of the major issues facing children and adolescents. The information regarding the
on-line survey was sent to individuals and organizations with interest in the health of women and
children. Those who received the notification about the on-line survey were encouraged to share
it with others with similar concerns. Individuals who visited the Virginia Department of Health
website were also invited to complete the survey. One hundred and ninety-four individuals and
69 organizational respondents completed the survey.

Overweight, the problem of health insurance coverage, and behavioral health issues were
the top health concerns of both groups. Child abuse and neglect; unintended pregnancy; asthma;
and tobacco, alcohol, and illicit drugs were additional issues. While the quantitative data cited
later in this report supports the identification of these problems as major child and adolescent
health issues, the respondents overlooked other major health problems such as injuries, dental

disease and health concerns of children with special health care needs (table 14).

* Child and Adolescent Health Measurement Initiative (2005). National Survey of Children’s Health, Data Resource Center on
Child and Adolescent Health website. Retrieved 06/12/05 from www.nschdata.org .
> These data represent the total capacity in four categories of child care regulated by the Virginia Department of Social Services:

licensed child day centers, licensed family day homes, religious-exempt facilities (which are not required to be licensed), and
licensed short-term day care providers. The rates reflect child care slots per 1,000 children ages 0-12. These data do not include

unregulated child care. Source of data: Kids Count (online)
® Joint Legislative Audit and Review Commission. (2004) Special Report: Impact of Proposed Child Day Care
Center Regulations in Virginia.
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Table 14. Five Major Health Issues of Children and Adolescents, by Individual and Organizational

Respondents

Individual Organization

Overweight; lack of exercise/ poor nutrition Overweight; lack of exercise/poor nutrition

Health insurance coverage Health insurance coverage
Child abuse/neglect Unintended pregnancy
Behavioral health issues Asthma

Tobacco, alcohol, and illicit drugs Behavioral health issues

Source: Office of Family Health Services, Virginia Department of Health, Maternal and Child Health Needs Assessment Survey,
May 2005.

When asked to suggest improvements for the Virginia Department of Health,
organizational respondents’ main recommendation was to assure enough qualified health
providers; individuals’ top suggestion was to inform and educate the public about health and

prevention (table 15).

Table 15. Top Three Suggestions for State Health Department Efforts to Better
the Health of Children and Adolescents, by Individual and Organizational Respondents

Individual Organization

Inform and educate the public and Make sure there are enough qualified health care

families about health issues and prevention providers

Make sure health programs are working and Make sure health care programs are working

available to all and available to all

Help children and teenagers receive quality Help children and teenagers receive quality

health care health care

Source: Office of Family Health Services, Virginia Department of Health, Maternal and Child Health Needs Assessment Survey,
May 2005.

The OFHS, through a contract with the CVHPA, collected information from focus

groups, public hearings, and key informants regarding the needs of children. Table 16 summarizes

the identified issues and recommendations.
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Table 16. Identified issues affecting children and suggested recommendations

Access to and Cost of Health Care

Inadequate access to medical and dental care services, particularly by the uninsured and Medicaid
recipients;

Growing cost of health care and its impact on health insurance coverage, especially lower income
families and individuals;

Critical shortage of pediatricians, pediatric specialists, support services, and dentists in many
areas willing to serve children with Medicaid or FAMIS (Virginia SCHIP) coverage, generally
due to low reimbursement rates; and

Inadequate supply of dental, mental health, and substance abuse services for low-income

children.

Vulnerable Populations

Immigrants’ access to the myriad of health-related services, particularly linguistically and
culturally appropriate services;
Unmet health needs of low income, uninsured people and minority populations; and

Identification and coordination of needed services for CSHCN.

Prevention and Early Intervention

Need for prevention and early intervention services, particularly for infants and children; and
Need for education and initiatives for adolescents on health issues, particularly those addressing

risky behaviors.

Recommendations

1. Ensuring the availability of and coordination and collaboration among providers and services

2. Increasing and improving communication, leadership and planning, and develop additional
resources (financial, data/information, and services)

3. Providing resources and leadership for planning and creating partnerships

4. Increasing communication, outreach activities, and collaborative activities to address community
needs.

5. Providing easily accessible data on the populations served by OFHS.
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Participants expressed appreciation for immunizations and WIC/nutrition services, the

Bright Futures initiative, the New Parents kit, and the Care Connection for Children program for
children with special health care needs. They also commended the data surveillance, research, and
program evaluation; collaboration; development of coordinated services statewide; and community
education and outreach. Participants noted approval of the growth in enrollment in Virginia’s state
children’s health insurance program and its positive impact on delivering needed services to
children. Key issues participants identified were:

» Access to and cost of health care;

» Unmet needs of vulnerable populations;

» Need for a greater focus on prevention and early intervention; and

» Fostering of greater coordination, communication and collaboration.

In addition to qualitative data, Virginia has quantitative data that can provide information
on the overall health status of children. Numerous research and data collection efforts have
been conducted in Virginia by local, state and federal agencies in order to describe the overall
health status of children in Virginia. Data has been collected regarding illnesses, injuries,
hospitalizations, deaths, dental care, teen pregnancy, nutrition, etc. and will be shared in this
report. The first subject we will discuss involves childhood injuries and hospitalizations since
these issues are prevalent among children.

The majority of childhood injuries were unintentional across all of the age groups,
accounting for more than 75% of all injuries among children 0-14. Children 5-9 years old were
most likely to experience unintentional injuries, accounting for 98% of their overall injuries,
compared to 95% of 1-4 year olds, 81% of 10-14 year olds, and 76% of children less than one.
Children 15-19 were least likely to experience unintentional injuries and most likely to
experience self-inflicted injuries. However, self-inflicted injuries rise considerably for children
older than ten years of age. Children less than one were most likely to be assaulted (12.5%) than

any other age group.
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Table 17. Intent of Injury by Age Group (0-19 years), 2003

Age Groups

Less than 1 1to4 5to9 10 to 14 15to 19
Intent N % N % N % N % N %
[Unintentional |165 76.4 1529 95.0 504 98.1 |613 81.1 1,109 | 60.2
Self-inflicted |0 .0 0 .0 1 2 93 12.3 454 24.6
Assault 27 12.5 |16 29 T 1.4 31 4.1 203 11.0
[Undetermined |24 11.1 (12 22 R 4 19 2.5 77 4.2
TOTAL 216 [100 |557 |100 [514 |100 [756  |100 1,843 [100

Source: Center for Injury and Violence Prevention, Virginia Department of Health. Injury in Virginia 2003: A Report on
Injury-Related Deaths and Hospitalizations. Totals may not equal 100% due to rounding errors.

In Virginia in 2003, one in ten children under six years of age had an injury in the past 12
months that required medical attention.  Nationally, this percentage is higher among white
(10.8%) than black (7.4%) or Hispanic (6.2%) children; greater in higher income (10.2% in
families > 400% of poverty) than in families living in poverty (7.4%); and higher among boys
10.5%) than girls (8.2%).

Overall, children under one year old were most likely to have a injury related hospital
discharge with a rate of 218.13 per 100,000 than children 10-14 (145.23), 1-4 (142.02), or 5-9

(106.13). However, only 5% of all hospitalizations among children are due to injuries.

Table 18. Injury Hospitalization Rates for children aged 0-19, 2003

Injury
Total HospitalDischarges Rate perAge Adjusted

Age Discharges (THD) (% of THD) 100,000* Rate**

Less than 1 102,455 216 (0.2) 218.13 3.01

1to4 12,137 557 (4.6) 142.02 7.86

5to9 7,368 514 (7) 106.13 7.70

10 tol4 9,201 756 (8.2) 145.23 10.61

15to 19 22,407 1,843 (8.2) 362.54 26.16

Source: Center for Injury and Violence Prevention, Virginia Department of Health. Injury in Virginia 2003: A Report on
Injury-Related Deaths and Hospitalizations. *Crude rate per 100,000 population **Adjusted to 2000 standard
population
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The data show that most injury hospitalizations are due to falls for children. Among
children under one, falls account for more than one-fourth (28.7%) of all injury hospitalizations
compared to 25.5% of 1 to 4 year olds, and 37.2% of injuries for 5 to 9 year olds. Other causes
of injury hospitalizations that are prevalent among children were Motor Vehicle Traffic (MVT)
occupant and poisoning. The chart below displays the top five causes for injury hospitalizations f

or all age groups.

Table 19. Top five causes of injury hospitalizations by age group

Less than 1 1to4 5t09 10 to 14 15to 19

Fall Fall Fall Fall Poisoning
Poisoning Poisoning MVT occupant Poisoning MVT occupant
Hot object/substance Hot object/substance  Pedal cyclist, other Struck by, against Fall

MVT occupant Bites and stings Struck by, against MVT occupant Struck by, against
Other environmental MVT occupant MVT pedestrian Transport, other Firearm

*Excludes unspecified and other specified and classifiable categories. VHI Patient Level Database, 2003

For children 0-14 years old, the non-fatal hospitalization rate due to MVT has been on the
decline since 1999. In 1999, the non-fatal hospitalization rate due to MVT per 100,000 children
aged 10-14 was 22.9, compared to 16.8 in 2003.

The most prevalent types of hospitalizations among children, not due to injury are:

e newborns with conditions (25.6% of all discharges);
e delivery (vaginal and cesarean) (12.1%);

e asthma and bronchitis (6.9%);

e injuries (4.7%); and

e psychoses (3.6%).

The average length of hospital stay for newborns is 6.8 days, compared to 2.3 days for
delivery, 3.5 days due to asthma and bronchitis, 3.7 days for injuries, and 8.4 days for psychoses.
Children suffering from depression is less prevalent, however their hospital stay on average
is16.8 days, at least twice the average number of days when compared to the top five causes of

hospitalization.
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Even though asthma is one of the most prevalent types of hospitalizations among children
in Virginia, only eleven percent of all children under eighteen have asthma. About one-third of
these children with asthma are reported by their parents to experience no health effects from the
condition. However, 14% of these children suffer a great deal or medium amount of burden and
4% have been hospitalized in the past 12 months. Nationally, asthma rates are higher among
black children and youth (16.3%), compared to white (10.4%) and Hispanic children (9.8%).
The economic disparity is not as significant — 13.0% among children living in poverty versus
10.3% among those in families at four times the poverty rate. Hospitalization rates among black
children are twice those for white and Hispanic children (1.1% versus 0.4% and 0.5%

respectively).
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Table 20: Top 20 Causes of Hospitalization, Ages 0-21

Crude

Percent of all Rate/ Average  Avg, Length of
Condition Frequency discharges 100000  Median Age Charge($) Stay (Days)
Neonates with conditions 25700 256 1,203 0 15805 6.8
Vaginal delivery (ages 13-21) 12,150 121 569 19 5114 23
Asthma and bronchitis 6,388 69 322 1 5376 35
Injuries 4,728 47 21 16 15226 37
Psychoses 3,605 36 169 16 8297 84
Cesarean delivery (ages 13-21) 3409 34 160 20 9648 36
Dehydration 3303 33 155 2 3264 1.8
Simple pneumonia 3241 32 152 3 6107 27
Bipolar disorders 2,690 27 126 15 11241 13
Nonbacterial gastroenteritis and abdominal pain 2,136 21 100 4 3922 19
Appendectomy 1,888 19 88 14 12299 25
Epiglotiitis, ofitis media, upper respiratory  infection  and
laymgotracheitis 1,884 19 88 2 4011 21
Seizure 1413 14 66 4 7613 23
Other antepartum diagnoses 1243 12 58 19 5524 27
Depression 1218 12 57 16 12678 169
Kidney and urinary tract infections L164 12 54 4 5861 29
Diabetes 1,067 1.1 50 14 6552 24
Poisoning and toxic effects of drugs 1,020 1 48 17 6158 1.8
Respiratory system signs, symptoms, and other diagnoses 816 08 38 1 6000 27
Viral illness 781 08 37 1 4618 24
Total, top 20 causes 80344 799 3,760 9979 48
Total (all causes) 100519 100 4,705

Note: exchudes newborns without conditions (N=67,330)

*Crude rate calculated using 2000 US Census for Virginia population aged 0-21.

**Adjusted rate calculated for Top 20 causes only using gender and age adjusted for U.S. population 0-21.

52



There are some conditions that require hospitalization that are preventable as shown in

Table 21 including injuries (22%), other upper airway conditions (20%), dehydration (14.6%),

and pneumonia. Not only are injuries the most prevalent type of preventable hospitalization, it is

also the most expensive to treat.

Table 21. Total Charges Associated with Potentially Preventable Hospitalizations

Number of
Condition Discharges % Total Charges ()
Asthma 859 4.0 4,142,293
Cellulites 824 3.8 5,621,208
Congenital syphilis 1 0.0 7,199
Dehydration 3,174 146 10,272,331
Dental conditions 61 0.3 831,694
Diabetes 1,104 5.1 7,305,044
Epilepsy and seizures 8 0.0 61,183
Gastroenteritis 1,494 6.9 5,011,732
Immunization preventable conditions 699 32 5,667,401
Injuries 4,728 21.8 71,986,853
Nutritional deficiencies 160 0.7 1,333,174
Other upper airway conditions 4,359 20.1 24,676,914
Pelvic inflammatory disease 141 0.6 1,168,187
Pneumonia 2,921 13.4 19,723,251
Tuberculosis 7 0.0 323,578
Urinary tract/kidney infection 1,183 54 7,015,838
Total 21,723 100.0 165,147,880

Source: Division of Immunization, Virginia Department of Health, Virginia Immunization Survey Results.

Some injuries and hospitalizations result in the death of a child. The child death rates

have declined since the early 1980s. In 2002, there were 590 deaths in Virginia to children ages
1 — 19, for a crude death rate of 31.3 for every 100,000 children (Table 22).
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Table 22. Childhood Mortality, Virginia, 2002

Number of Crude Death
Age Population
Deaths Rate

1- 4 years 108 383,788 28.1
5- 9 years 72 485,264 14.8
10-14 years 92 515,456 17.8
15-19 years 318 500,781 63.5
Total 590 1,885,289 31.3

Source: United States Department of Health and Human Services (US DHHS), Centers for Disease Control and
Prevention (CDC), National Center for Health Statistics (NCHS), Compressed Mortality File (CMF) compil